We assessed India's readiness to deliver infant and young child feeding (IYCF) interventions by examining elements related to policy, implementation, financing, and evidence. We based our analysis on review of (a) nutrition policy guidance and program platforms, (b) published literature on interventions to improve IYCF in India, and (c) IYCF program models implemented between 2007 and 2012. We find that Indian policies are well aligned with global technical guidance on counselling interventions. However, guidelines for complementary food supplements (CFS) need to be reexamined. Two national programs with the operational infrastructure to deliver IYCF interventions offer great potential for scale, but more operational guidance, capacity, and monitoring are needed to actively support delivery of IYCF counselling at scale by available frontline workers. Many IYCF implementation efforts to date have experimented with approaches to improve breastfeeding and initiation of complementary feeding but not with improving diet diversity or the quality of food supplements. Financing is currently inadequate to deliver CFS at scale, and governance issues affect the quality and reach of CFS. Available evidence from Indian studies supports the use of counselling strategies to improve breastfeeding practices and initiation of complementary feeding, but limited evidence exists on improving full spectrum of IYCF practices and the impact and operational aspects of CFS in India. We conclude that India is well positioned to support the full spectrum of IYCF using existing policies and delivery platforms, but capacity, financing, and evidence gaps on critical areas of programming can limit impact at scale.
| INTRODUCTION
In the context of the new global goals for development, the momentum to improve nutrition is high and action is imperative.
Nutrition has been recognized to be fundamental to achieving the health, education, and economic goals contained in the Millennium Development Goals (von Braun, Swaminathan, & Rosegrant, 2004) and is now well positioned in the Sustainable Development Goals (World Health Organization, 2014) and in the World Health Assembly global nutrition targets (World Health Organization, 2014) . Despite rapid progress on reductions in undernutrition, the burden remains high and the poor state of infant and young child feeding (IYCF) is a particularly significant challenge (International Food Policy Research Institute, 2014 ).
Age-appropriate IYCF practices include initiation of breastfeeding within an hour after birth, exclusive breastfeeding for the first 6 months, and age-appropriate complementary feeding practices (i.e., appropriate quality, quantity, frequency, and hygiene). Strong technical guidance exists for improving infant feeding practices (PAHO, 2003; World Health Organization, 2010) . Evidence-based interventions such as individual and group counselling by health professionals and peers (Dyson, McCormick, & Renfrew, 2006; Bhutta et al., 2008) and lay health workers (Lewin et al., 2010) are known to support improvements in breastfeeding, and counselling along with food supplementation in food-insecure populations is known to support improvements in complementary feeding practices (Imdad, Yakoob, & Bhutta, 2011) . Improving these practices can make significant contributions to achieving the new global goals, whether in the realm of reducing child deaths or improving nutritional status, but what is imperative is that countries embrace, scale-up, and intensify the policy and program actions necessary to support these practices.
India's progress on IYCF is mixed (Figure 1 ). Despite improvements in early initiation of breastfeeding, current levels remain low (44 percent). Exclusive breastfeeding at 65 percent is encouraging (India-MoWCD, 2015) , but only one in two Indian children received complementary foods between 6 and 8 months of age, a decline from 56 percent (IIPS, 2007) a decade ago. Only one in five children received at least four food groups (India-MoWCD, 2015) . Finally, food supplements provided to infants and young children by the Integrated Child Development Services (ICDS), a national program, currently reach only up to 50% of children across India (India-MoWCD, 2015) . Several small-scale studies support these survey findings, detailing suboptimal breastfeeding and/or complementary feeding practices throughout India (Khan, Kayina, Agrawal, Gupta, & Kannan, 2012; Mahmood, Srivastava, Shrotriya, & Mishra, 2012; Meshram, Laxmaiah, Venkaiah, & Brahmam, 2012; Meshram et al., 2013; Singhal et al., 2013) . Achieving progress on these practices in India, therefore, will require integrating and strengthening IYCF interventions in the context of programs that are already operating at nationwide scale while also strengthening the policy environment to support optimal infant feeding. Our study aims to examine India's readiness to effectively integrate and implement evidence-based IYCF interventions at scale.
| MATERIALS AND METHODS
We use a framework for scaling-up nutrition impact (Gillespie, Menon, & Kennedy, 2015) to analyze India's ability to deliver interventions to improve IYCF practices at scale. Using multiple sources of information, we examined India's vision and policy environment for scaling-up of the IYCF interventions, availability of intervention delivery platforms, enabling organizational context, catalysts, and champions to drive the effort, and relevant strategies and operational capacities, along with adequate financing and embedded learning mechanisms. We reviewed (a) India's policy intent and program platforms, (b) program implementation experiences, and (c) India-specific efficacy and effectiveness evidence on IYCF interventions.
Key messages
• India has a vision for impact to improve infant and young child feeding (IYCF): a supportive policy environment for most current IYCF interventions and multiple operational platforms exist that can deliver counseling and complementary food supplements.
• Indian policies are well aligned with global evidence on counseling interventions. However, current guidelines for complementary food supplements need to be reexamined.
• Capacity, finance, and governance gaps are the primary limiting factors in achieving full coverage of IYCF counseling and complementary food supplements.
• A significant evidence gap exists in the research evidence base and program experience base on key aspects of improving complementary feeding, for example, improving diet diversity, assessing the combined effects of food supplements, and counselling.
FIGURE 1 Coverage gap in infant and young child feeding in India
To assess policy intent, we conducted a content analysis of India's national nutrition policies (India-MoHFW, 2013; Vir et al., 2014) , examining whether currently recommended IYCF interventions (Bhutta et al., 2013) are included in the policies. We accessed these documents directly from government websites. To assess the program platforms available for delivering IYCF interventions at scale, we reviewed relevant national program documents (India-MoWCD, 2009; India-MoWCD, 2011) and their operational guidelines (IndiaMoHFW, 2007; India-MoWCD, 2010a; India-MoWCD, 2010b ).
To document IYCF implementation experiences, we took two approaches. First, we reviewed programs identified as "best practice" models in two earlier program reviews (Micronutrient Initiative, 2007; IntraHealth International, 2008 ) that covered programs implemented until 2007. To update this list of programs, we contacted approximately 70 stakeholders (e.g., nongovernment organizations, research institutes, development partners, and individual nutrition champions) in 2012. The call had a 50% response rate. Only those programs that met the pre-determined criteria of at-scale implementation (at least at the district level) and had a detailed program description were included in the review. Eighteen programs met these criteria.
Program documents were examined to identify which evidence-based interventions for IYCF were included in the programs and what operational strategies had been used to deliver these interventions.
Information on the capacity needs was drawn from the review of implementation experiences and the published literature. Information on financing and stakeholders was included from other sources (Menon, McDonald, & Chakabarti, 2016; Puri et al., forthcoming) .
To assess the availability of evidence on the impact of IYCF interventions in India, we reviewed the published literature on the impact of interventions-counselling and complementary food supplements (CFS)-to improve IYCF in India between 2000 and 2014. We conducted a literature search using Google Scholar and PubMed for the period between 2000 and 2014 (Table 1) . Then titles and abstracts were examined for relevance, and full texts of all relevant articles were reviewed to document both the intervention descriptions and impacts of the tested interventions. Additionally, using guidance on evaluation designs (Habicht, Victora, & Vaughan, 1999) , we examined the evaluations used in the program implementation experiences, which were then classified to have (a) an adequacy design if the evaluation was a pre-or post-comparison only; (b) a weak plausibility design if there was a comparison group but no baseline data; (c) a strong plausibility design if there was a comparison group, with baseline in both program "Breastfeeding initiation*" + "counselling*" + "intervention* " + India 98 0 74 2 "Breastfeeding initiation*" + "counselling*" + "intervention*" + "community*" + India 95 0 72 1 "Breastfeeding initiation*" + "counselling*" + "intervention*" + "community*" + "health worker*" + India 27 1 18 1
Exclusive breastfeeding "Exclusive breastfeeding*" + "intervention*" + "community*" + "counselling*" + India 593 3 341 5
"Exclusive breastfeeding*" + "intervention*" + "community*" + "counselling*" + "health workers*" + India 361 3 139 3 "Exclusive breastfeeding*" + "trial*" + "community*" + "counselling*" + India 493 3 457 3 "Exclusive breastfeeding*" + trial*" + "community*" + "nutrition education*" + India 223 3 815 3 "Exclusive breastfeeding*" + "trial*" + "community*" + "counselling*" + "health workers*" + India 284 3 48 3
Complementary feeding "Complementary feeding*" + "initiation*" + "interventions*" + "supplementary nutrition*" + India 455 4 313 5 and comparison areas; or (d) a probability design if the comparison and control groups were randomly assigned.
| RESULTS
Our review points to substantial policy intent, nationally available at-scale implementation platforms and frontline workers but mixed program/operational support and potentially limited financing. On evidence for action on scaling-up IYCF counselling and CFS, we find a reasonable evidence base of efficacy studies but a poor evaluation base for scaling-up. Our overall analysis, addressing all elements of the scaling-up framework, is summarized in Table 2 , and the most salient details, stemming from our primary reviews, are discussed below.
We find that nutrition policies and guidelines/action plans for delivery of nutrition interventions are made across two major minis- Two major operational platforms exist (the ICDS and NRHM). There is limited ownership by both programs of IYCF counselling, limited role clarity among frontline workers (FLWs), and challenges exist in converging services from the two platforms.
CFS is fully controlled and delivered through one platform (i.e., ICDS) that operates at scale. Although the norms for the CFS (quality, amounts, and nutritional composition) require some revision, the potential for reaching all the children exists (barring issues of leakage, parental choice to use supplements for children, family sharing, etc.).
4. Capacity (source: authors review and Avula et al., 2015) FLWs are currently available but not adequately trained (as evidenced by knowledge assessments in Avula et al., 2015) , but materials are developed, and at the time of writing this paper, different approaches are being explored to train FLWs. Role clarity, adequate supervision, and monitoring are key challenge areas here.
Capacity of local production models to produce highquality, safe complementary food supplements is unknown, although models like the one used in Odisha appear to deliver supplements at scale. 5. Financing (source: Menon et al., 2016) Costing estimates are available, but adequacy of available financing for training and support to FLWs remains unknown. Financial incentives, mass media campaigns, and ICT tools to support counselling will add to costs.
Financing is available and secured. However, adequacy of financing is a challenge, and changes in financing landscape for nutrition (decentralized) raise further issues of state-level prioritization and adequacy. Furthermore, addressing quality and composition issues will have cost implications that will need careful attention.
6. Governance (source: primary review)
No major governance challenges Significant governance challenges around procurement, production, and distribution of the CFS, however, which varies by state and which persist despite a courtappointed monitoring office. Monitoring indicators are in place to track reach of the supplements to intended target groups, but in many areas, this is not denominator-based and simply reports on numbers of women and children given supplements. and charters offer a vision and guidance to a government's approach to India's child health and nutrition as well as protection of child rights. As far back as in 1993, the first National Nutrition Policy (India- MHRD, 1993) highlighted the need for a multisectoral approach to address malnutrition and recommended special focus on IYCF practices to improve child nutrition. The subsequent National Plan of Action for Children in 1995 defined a framework for a multisectoral strategy and specified sectoral goals and objectives to be achieved by 2000.
In 2005, an updated National Plan of Action for Children identified 12 priority areas for action and set goals to be achieved by 2010 (India-MoWCD, 2005) . Whereas the 1995 Plan of Action took a sectoral approach, the 2005 Plan of Action took a priority area approach; however, the National Policy for Children, initially adopted in 1974, was the premise for both of these plans. the age limit for marketing infant foods was raised from 4 to 6 months and an upper age limit of 2 years. (PAHO, 2003) . The ICDS food supplements provide up to 81 percent of the total energy requirements for a 6-8-month children and 73 percent for 9-11-month-old children, raising questions about the potential for this supplement to displace breastmilk. In this situation, therefore, the intervention exists in policy, but its effectiveness at supporting optimal IYCF practices is likely limited by its calorie-heavy nutritional composition.
On implementation platforms to deliver counselling and CFS, two major national programs in India, the ICDS program under MWCD with nearly 2 million frontline workers (FLWs) and the National Health Mission (NHM) under MHFW with nearly 900,000 FLWs, are present across most of the country. These form the operational platforms to deliver counselling and CFS. The ICDS FLWs are responsible for delivery of CFS and individual and group counselling to mothers of young children on IYCF practices. The NHM FLWs are expected to provide counselling to mothers of children 0-3 months old. Although primary and supportive roles and responsibilities are outlined for these two cadres of FLWs in national-level guidance documents (India-MoWCD, 2013b), clear guidelines are not available on how best to achieve full reach to mothers with children under 2 years of age through these two cadres of FLWs.
In addition, several programmatic experiences from India have used diverse approaches for implementing interventions to support IYCF (summarized in Table 4 , drawing on detailed reviews in Avula, Kadiyala, Singh, & Menon, 2013) . Several of the program models reviewed focused on improving breastfeeding (Table 4) Among published efficacy and effectiveness studies, we identified 15 intervention studies in India that tested strategies to improve IYCF practices (Table 5 ). Nearly half of these studies were conducted as randomized-controlled trials (Bhandari et al., 2001; Bhandari et al., 2004; Bhandari et al., 2005; Kumar et al., 2008; More et al., 2012; Vazir et al., 2013; Gami, Mishra, & Kocher, 2014) ; others were more mixed in their study design. Targeted IYCF practices in these studies included (Vir, 2013) , local educated women (More et al., 2012) , and health staff (Gami et al., 2014) . Information was shared during women's group meetings (Roy et al., 2013) and through distribution of information materials on neonatal care and breastfeeding practices (Khan et al., 2013) . Six studies that aimed to improve exclusive breastfeeding also included individual and group counselling at routine contact points by multiple health workers such as AWWs, ANMs, traditional birth attendants, and physicians (Bhandari et al., 2005) ; health staff (Ahmad et al., 2012) ; local educated women (More et al., 2012) ; and trained volunteers (Vir, 2013) . Information was shared during facilitated women's group meetings too (Roy et al., 2013) .
We identified eight studies that tested interventions to improve complementary feeding practices (Bhandari et al., 2001; Sethi, Kashyap, & Seth, 2003; Bhandari et al., 2004; Bhandari et al., 2005; Kilaru, Griffiths, Ganapathy, & Shanti, 2005; Palwala et al., 2009; Vazir et al., 2013; Vir, 2013) . Nearly all the studies used individual and group counselling as strategies, which was provided by trained workers (Sethi et al., 2003; Bhandari et al., 2004; Kilaru et al., 2005; Palwala et al., 2009 ) and trained village women (Vazir et al., 2013) . In addition, community awareness-raising activities, such as village rallies by children, school debates (Bhandari et al., 2004,) and group discussions (Sethi et al., 2003) , were used to reinforce complementary feeding messages.
Only one study tested the added value of a food supplement; in that study, a milk-cereal supplement was provided along with nutrition counselling (Bhandari et al., 2001 ).
Summarizing implementation approaches identified in program experiences and in the published research literature in India, it appears that a major goal focus to date has been on early initiation of breastfeeding, exclusive breastfeeding, and initiation of complementary feeding. Program experiences covering other aspects of complementary feeding were severely limited at the time of preparing this review, as were research studies targeting the full spectrum of complementary feeding. The strategies tested via research studies and implemented in program models were similar and included counselling through multiple channels, community mobilization and awareness raising activities, food preparation techniques and demonstrations, and in just one case, the inclusion of food supplements.
Beyond the vision, delivery platforms, and implementation experiences, capacity and financing to deliver at scale are critical elements of scaling-up. We did not do a detailed human resources assessment of capacity, but note that the program platforms have available frontline workers (usually one per village from the ICDS and the NHM). Capacity gaps are common in supervision, where there are substantial vacancies in many states (Raykar, Majumder, Laxminarayan, & Menon, 2015) in the health and the ICDS programs. Both the ICDS and the NHM have training guidelines, training materials, and training programs available that address different aspects of IYCF counselling, but these are not currently harmonized on content, or ensure role clarity among the FLWs. For CFS, capacity issues primarily pertain to ensuring quality, safety, and reach of the CFS. Different states in India use different production and distribution modalities (Vaid et al., 2017) , and thus, capacity needs to ensure adequate supply, and reach to villages and households will differ by state.
Our review of implementation experiences and the published efficacy literature indicates that efforts to improve capacity were central to supporting the delivery of IYCF counselling interventions. Systems strengthening was a common feature of all these programs; strategies included recruiting new paid staff or volunteers, providing training and materials (such as checklists and flip charts) to assist in service delivery, community mobilization, and improving monitoring and supervision Additionally, the program was regularly reviewed, and the FLWs were supported through capacity building during review meetings and supportive supervision. In the Kano Parbo Na program (Mustaphi, 2005) , new monitoring and surveillance tools such as mother and child protection cards, community growth charts, spreadsheet-based ICDS monthly progress reports, and community service provider-level community mapping sheets were introduced to facilitate relevant data collection and monitoring at multiple levels. In the published literature as well, elements of capacity strengthening were central to achieving impact. Frontline worker training (Kumar et al., 2008) , knowledge , strategically timed home visits (Kumar et al., 2008; Vir, 2013) , and rapport and trust with the communities (Kumar et al., 2008) were critical for the success of the early initiation of breastfeeding interventions. On issues of capacity, therefore, we conclude that there is recognition of the need for capacity strengthening across the system to support the delivery of IYCF counselling interventions, especially, and that several program experiences exist to guide future direction in this regard. The challenges lie in the context of large-scale government delivery platforms being able to integrate these capacity strengthening activities.
On financing, Menon and colleagues (2016) have estimated the cost needs for implementing counselling and delivering CFS at scale.
Assessing the adequacy of financing is a challenge because current reporting of expenditures by the government preclude interventionspecific adequacy assessments for counselling. For CFS, however, available expenditure estimates, based on several assumptions, suggest that current financing is inadequate, even under the government's current cost norms per child. Changing the composition, quality standards or production modalities for the CFS will all likely have cost implications that are currently not captured in available estimates.
The governance aspects of these two core interventions-IYCF counselling and CFS-in the context of India's programs pertain primarily to issues of transparency in the production and distribution of CFS.
Our study does not tackle this issue directly, but several others have written about this (Saxena & Mander, 2011; Patnaik, 2012) . The CFS component of the ICDS program has been fraught with governance and efficiency challenges. Large-scale production modalities directly contravene the legal guidance from the Supreme Court of India to limit the role of contractors in the production of the CFS, a role that has been associated with high levels of corruption and poor quality CFS in some states (Commissioners to the supreme court of India, 2005). Timely initiation of breastfeeding Kumar et al., 2008; Ahmad et al., 2012; Agrawal et al., 2012; More et al., 2012; Gami et al., 2014; Khan et al., 2013; Vir et al., 2013 Timely initiation of breastfeeding was promoted through individual and group counselling by trained community health workers (Kumar et al., 2008) , trained frontline workers , health staff (Ahmad et al., 2012; Gami et al., 2014) , local educated women (More et al., 2012) , and trained volunteers (Vir et al., 2013) . Information was shared through distribution of educational materials for mothers and families (Khan et al., 2013) .
Nearly all studies documented improvements in the initiation of breastfeeding (Khan et al., 2013; Kumar et al., 2008; Ahmad et al., 2012; Agrawal et al., 2012; Gami et al., 2014; Vir et al., 2013) . More et al. (2012) did not find improvements in early initiation of breastfeeding.
Exclusive breastfeeding Bhandari et al., 2005; Ahmad et al., 2012; More et al., 2012; Khan et al., 2013; Roy et al., 2013; Vir et al., 2013 Exclusive breastfeeding was promoted through individual and group counselling by AWWs, ANMs, traditional birth attendants, physicians (Bhandari et al., 2005) , health staff (Ahmad et al., 2012) , local educated women (More et al., 2012) , and trained volunteers (Vir et al., 2013) . Information was shared through facilitated women's group meetings (Roy et al., 2013) and distribution of educational materials for mothers and families (Khan et al., 2013) .
A majority of studies reported improvements in exclusive breastfeeding (Bhandari et al., 2005; Ahmad et al., 2012; Khan et al., 2013; Roy et al., 2013) ; and 3) underweight (Vir et al., 2013) . Two studies (More et al., 2012; Vir et al. 2013 ) did not observe improvements in exclusive breastfeeding.
Complementary feeding Bhandari et al., 2001; Sethi et al., 2003; Bhandari et al., 2004; Bhandari et al., 2005; Kilaru et al., 2005; Palwala et al., 2009; Vir et al., 2013; Vazir et al., 2013 Advice on complementary feeding was given through individual and group counselling by trained workers (Sethi et al., 2003; Kilaru et al., 2005; Palwala et al., 2009) , trained village women (Vazir et al., 2013) , and physicians (Bhandari et al., 2005) . In addition, community awareness-raising activities such as songs and street plays and group discussions (Sethi et al., 2003) were conducted.
Studies documented improvements in complementary feeding practices including frequency of feeding (Sethi et al., 2003; Kilaru et al., 2005; Palwala et al., 2009) , quantity of foods given (Sethi et al., 2003; Palwala et al., 2009; Vazir et al., 2013) , and the quality of foods offered to children (Sethi et al., 2003; Bhandari et al., 2004; Bhandari et al., 2005; Kilaru et al., 2005; Palwala et al., 2009; Vazir et al., 2013) . Only one study (Bhandari et al., 2001) tested the impact of food supplements combined with nutrition education/ behavior change communication. AWW = Anganwadi workers; ANM = auxiliary nurse midwives; EBF = exclusive breast feeding.
Our review of CFS production modalities (Vaid et al., 2017) highlights the different production modalities that exist across India; each of these modalities raises different governance issues. However, evidence of the safety, quality, acceptance, and nutritional impact of CFS produced via the decentralized modalities is limited despite evidence of high reach of the CFS in states such as Odisha and Chhattisgarh (India-MoWCD, 2015) .
A recent network analysis of actors involved in supporting IYCF counselling (Puri et al., forthcoming) Learning and evaluation is highlighted as a significant contributor to scaling-up both in framework (Gillespie et al., 2015) and in successful examples of interventions operating at scale (Sanghvi et al., 2016) .
Our review of published literature and implementation experiences shows that there is more available evidence on the impact of counselling interventions for supporting timely initiation and exclusive breastfeeding and initiation of complementary feeding than on other aspects of complementary feeding and on the impact and use of CFS (Table 2) . For example, nearly all of the studies we identified in the literature review reported improvements in timely initiation of breastfeeding among the intervention groups. Only one study (More et al., 2012) did not find significant improvements in the initiation of breastfeeding between the intervention and comparison groups. Four studies reported improvements in exclusive breastfeeding, whereas two studies (More et al., 2012; Vir, 2013) did not. Low intervention fidelity (More et al., 2012) and strong cultural beliefs (Vir, 2013) could have been the barriers to improving exclusive breastfeeding practices in these two studies.
Studies focused on complementary feeding varied in the types of outcomes they assessed (Table 5 ). Only one study assessed and found improvements in timely introduction of complementary foods (Vir, 2013) . Six studies assessed and reported improvements in atleast one of the aspects of complementary feeding (i.e., frequency, quantity, and quality of foods offered; Table 5 ) (Sethi et al., 2003; Bhandari et al., 2004; Bhandari et al., 2005; Kilaru et al., 2005; Palwala et al., 2009; Vazir et al., 2013 ). Only one study tested the added value of a food supplement; in that study, a milk-cereal supplement was provided along with nutrition counselling, and improvements were observed in energy intake (Bhandari et al., 2001) . Although there was a counselling-only comparison group, all the outcomes were compared with the group that received only visits and no counselling. Therefore, it is not possible to disentangle the added effects of a food supplement from those of counselling. 
| DISCUSSION
We assessed India's readiness to implement two major IYCF interventions-counselling and the provision of CFS-using a framework for scaling-up nutrition (Gillespie et al., 2015) . On a positive note, we find that India has a vision for impact, multiple operational platforms for delivering interventions, and diverse positive catalysts for change including government, technical agencies, and the judiciary and civil society. Indian policies, to a great extent, are aligned with global technical guidance on IYCF and provide a vision for scaling-up both counselling and CFS. All states in India include CFS in their programming, which is a highly visible aspect of programming for nutrition.
There are, however, challenges in implementing these two interventions. In case of counselling, there is a lack of clear operational guidance and linked monitoring systems for delivering the intervention in addition to capacity gaps related to training and supervision. Furthermore, it is currently not possible to ascertain the adequacy of financing for counselling interventions. In case of CFS intervention, there is a need to revisit policies for CFS composition, production, and distribution to align more appropriately with infant nutritional needs. Although financing for CFS is available and has been increasing over time , financing gaps still exist that limit full coverage of the CFS. Overall, therefore, our assessment presents a mixed picture of readiness and points to clear areas for improvement.
On the policy front, there has been remarkable progress in evolution of policies to support IYCF, especially for counselling with India rapidly adopting global IYCF strategy directions. However, policy guidance on nutrient composition of the ICDS CFS needs to be reexamined against the WHO's recommendations (Vaid et al., 2017) and evolving changes in India. The early guidelines for the CFS, from the 1970s, were intended to close calorie and protein gaps for a broad age range of children covered under the ICDS. They were developed prior to the emergence of scientific knowledge on the specific nutrient needs for infants and young children (Dewey & Brown, 2003; PAHO, 2003) . In the context of the known contributions of breastmilk and complementary foods to infant nutrition, the current CFS guidelines should be revisited. For instance, the high caloric content of the current CFS, along with low nutrient density, suggests that these supplements have the potential to displace breast milk and contribute to poor diet quality.
There is an urgent need to revisit, refine, and align the food supplementation guidance strongly with child nutrient needs.
On the operational front, nutrition counselling is one of the least- (Rao, Gray, Metcalfe, & Dutta, 2014) and IYCF counselling centers (Dar, Jha, Sinha, Singh, & Kumar, 2015) are being used to promote appropriate IYCF practices. Such models must be systematically documented and rigorously tested to generate evidence of impact on IYCF practices.
In case of the CFS intervention, it is difficult to ascertain the extent to which counselling approaches have integrated counselling about complementary feeding with appropriate use of the CFS that is distributed alongside. CFS are intended to be added to the daily diet of the children, which in the absence of a strong behavior change communication is likely to lead to inefficiencies in utilizing the food supplement for children or help improve feeding practices. For example, nearly 52% of the mothers reported sharing the food supplements distributed for children under 3 years with other siblings or family members (India-MoWCD, 2015) . Furthermore, as communities are well aware of their CFS entitlements, it is likely that irregularities in the distribution of CFS (e.g., poor quality and inadequate quantity) could influence communications between AWWs and families, thus limiting the effectiveness of the counselling intervention. This calls for improving governance around CFS, including plugging production and distribution leakages, and ensuring of quality CFS.
Despite accounting for 25 percent of the total cost required to deliver a full set of nutrition-specific interventions in India (Chakrabarti & Menon, 2016) , the CFS reach less than 50% of children under 3 years (India-MoWCD, 2015) . In recent years, program approaches for production and delivery of CFS have expanded, but there is inadequate information on the frequency of distribution, content, and quality of the ICDS food supplements distributed within each of the states, rendering it difficult to assess if the states are meeting the national guidelines (Vaid et al., 2017 ).
There remains a high interstate variability in the implementation and reach of the CFS (India-MoWCD, 2015) . Irregular supply and sharing of the product remain to be the barriers to achieving full coverage and use of the CFS (Leyvraz et al., 2016) . Given the mandate to universalize the CFS, economic and operational costs, and programmatic gaps in the ICDS, it is imperative to examine the contribution of the food supplementation to the complementary feeding practices in the context of India and its use at the household level.
There appears to be adequate scientific evidence from India to support implementation of counselling-based IYCF interventions but limited evidence base on the impact of nutrition education combined with CFS. In addition, despite the existence of global evidence, none of the studies in India examined nutrition education combined with a cash transfer.
| CONCLUSIONS
This study strengthens our understanding of an enabling context for scaling-up counselling and CFS interventions in India. A strong stated policy intent, program guidance, and the availability of frontline workers can support India to realize the vision of delivering both counselling and CFS interventions at scale. Capacity, finance, and governance challenges, however, continue to limit full coverage of these IYCF interventions. Evidence gaps need to be closed to test specific aspects of counselling and CFS intervention, along with investments in program evaluations, financing research, and strengthening of governance, to support the scale-up of high-impact interventions to improve IYCF in India. 
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